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Mission Statement Pareto Chart

Pareto Chart;: Causes that led to CLABSI cases in CCU + NES ICU

Our mission was to reduce the central line associated blood stream i
infection (CLABSI) rate in Cardiac Care Unit (CCU) and Neurosurgery e g :
Intensive Care Unit (NES ICU) in Khoo Teck Puat Hospital (KTPH) by 50% 8 5 O )
from 2.8 to 1.4 per 1000 catheter days in six months. The stretch goal . i o S
was to aim to achieve - zero CLABSI, zero harm. : : o
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The CLABSI rates in KPTH ICUs had increased and reducing CLABSI rates “
was identified as one of the Hospital Key Priority Areas in 2024. Based on

the National Infection Prevention and Control Performance report, the o

team identified that NES ICU and CCU have higher CLABSI rates of 2.78% cH ReteFer 100 enrlthe D n S KD end €2 %’n
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